Yale University

EliScholar – A Digital Platform for Scholarly Publishing at Yale
Yale School of Nursing Digital Theses

School of Nursing

1-1-2021

Achieving Health Equity: Mitigating Implicit Bias Among
Healthcare Professionals
Caroline Frazier
caroline.frazier@gmail.com

Follow this and additional works at: https://elischolar.library.yale.edu/ysndt

Recommended Citation
Frazier, Caroline, "Achieving Health Equity: Mitigating Implicit Bias Among Healthcare Professionals"
(2021). Yale School of Nursing Digital Theses. 1113.
https://elischolar.library.yale.edu/ysndt/1113

This Open Access Thesis is brought to you for free and open access by the School of Nursing at EliScholar – A
Digital Platform for Scholarly Publishing at Yale. It has been accepted for inclusion in Yale School of Nursing Digital
Theses by an authorized administrator of EliScholar – A Digital Platform for Scholarly Publishing at Yale. For more
information, please contact elischolar@yale.edu.

Achieving Health Equity

Achieving health equity: Mitigating implicit bias among healthcare professionals

Submitted to the Faculty
Yale University School of Nursing

In Partial Fulfillment
Of the Requirements for the Degree
Doctor of Nursing Practice

Caroline Frazier
April 15, 2021

1

Achieving Health Equity
© 2021 by Caroline Frazier
All rights reserved.

2

Achieving Health Equity
This DNP Project is accepted in partial fulfillment of the requirements for the degree Doctor of Nursing
Practice.
_____________________________________________
Advisor: Jessica Shank Coviello
Date: ________________________________________

3

Achieving Health Equity
This material may be protected by Copyright Law (Title 17, U.S. Code). Brief quotations are allowable
without special permission, provided that accurate acknowledgment of the source is made. Requests for
permission for extended quotation from or reproduction of this manuscript in whole or in part must be
granted by the copyright holder.

Signed: ___Caroline Frazier MS, RN_______
April 15, 2021

4

Achieving Health Equity

Abstract
Implicit bias is a contributing factor to health care disparities. Research shows that health
care professionals exhibit the same level of implicit bias as the larger population (Fitzgerald &
Hurst, 2017). The presence of implicit bias among health care professionals affects clinical
decision-making and health outcomes, but it especially affects patient-clinician interaction (Joint
Commission, 2016 and Burgess, Beach & Somnath, 2016). Health care professionals play a
vital role in eliminating health care disparities by mitigating implicit bias through increased
awareness and evidence-based debiasing strategies. The purpose of this project was to develop a
didactic and experiential curriculum for healthcare professionals interested in deepening their
understanding of implicit bias in health care and how to mitigate the impact in their clinical
practice.
A two-part hybrid training program titled Addressing Implicit Bias in Health Care: A
Virtual Training program for Healthcare professionals was offered to 23 registered nurses and
physical therapists apart of the Continuum Care Team within a healthcare system located in New
York City. The transformative learning theory was used as a theoretical framework to educate
the intended population for this project. The two main elements of this theory include creating
disorienting dilemmas and critical self-reflection.
The first part of the training program was a pre-recorded webinar that explored implicit
bias in health. Participants were asked to complete a retrospective pre-post assessment after
completion of the webinar. Analysis of the data revealed that participants acquired new
knowledge across all subscales of the pre-recorded webinar. The second part of the training was
a 60-minute virtual live session focused on recognizing implicit bias and introduced evidencebased debiasing strategies. Analysis of the data revealed that participants found the training
program relevant, engaging, and could promote behavioral change in clinical practice.
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Chapter 1
Introduction
The COVID -19 crisis has shined a light on the inequities that exist within our healthcare
system and society. It is not surprising based upon this country's history of racial inequality, that
the impact of COVID-19 would illuminate the truth about the health inequities that exist for
black and brown people. African Americans and other minorities have historically been
"economically impoverished and unhealthy" due to systemic racism (Feagin and Bennefield,
2014). Systemic racism is defined as the prediction of decisions and policies on considerations of
Race for subordinating a racial group. (Feagin and Bennefield, 2014) It continues to result in a
lack of access to better education, healthy neighborhoods, political power, and healthcare for
marginalized populations (Feagin and Benefield, 2014).
Systemic racism perpetuates bias, which results in the lack of access to health care, the
quality of care received, and health outcomes for African Americans and other minorities across
the health care continuum. While overt racism has diminished over the last several decades, less
covert discrimination in the form of unconscious bias plagues our health care system (Marcelin,
Siraj, Victor, Kotadia, and Maldonado, 2019 & Feagin et al., 2014). The Centers for Disease
Control and Prevention has recently declared racism to be a "serious public health threat that
directly affects the well-being of millions of Americans" (Centers for Disease Control and
Prevention, 2021). Health care disparities are direct result from racial inequalities that have
severely emerged from African Americans' unjust treatment and other minorities. Health
inequities have existed for African Americans and other minorities because of structural laws
and policies that have determine where people can live, receive an education and health care
access (Centers of Disease Control and Prevention, 2021).
10
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History Matters
There are pivotal times in American history that have influenced the health of minorities in this
country (Bowen, 2016). Through periods of colonization, slavery, and post-racial segregation
emerged the oppression of Native Americans, African Americans, and other minorities. During
the colonial period, legal constructs forced minorities into inferior living and working conditions
that "ravaged their health and the health of their descendants" (Bowen, pg. 14, 2015). Native
Americans and African Americans, specifically, were considered inferior to European
descendants. Native Americans were forced into acculturation and experienced negative
physical, social, and mental health outcomes (Skewes and Blume, 2019). Laws were put into
place deliberately to destroy cultural practices and traditional languages of American Indians.
These laws resulted in mental illness and trauma that continues to haunt this marginalized
population more than 500 years later (Skewes and Blume, 2019).
African Americans, similar to Native Americans, were forced to abandon cultural
practices and suffered abuse, trauma, and sexual assault during slavery. Enslaved African
Americans were viewed and treated as the property of the slave owners and believed to be "less
than human" (Bowen, 2016). For example, enslaved African American women were purchased
so that doctors could perform surgical experimentation without anesthesia (Bowen, 2016). A
common misconception, which still exists is that African American women have a higher
tolerance of pain than white women (Bowen, 2016).
Other atrocities were seen in the 20th century. African American and Puerto Rican
women were victims of involuntary sterilization (Bowen, 2016). In 1932, men enrolled in the
Tuskegee Study of Untreated Syphilis in the Negro Male were not given adequate treatment for
syphilis even when the recommended drug of choice became available in 1942 (Centers for
11
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Disease Control, 2017). In 1951, the cancer cells of Henrietta Lacks were taken without her
consent and were used to develop the polio vaccine and are still being used to advance cancer
treatment today. Fast forward to 2020, where we see African Americans, Native Americans, and
Latinx Americans dying from COVID-19 at an alarming rate due to the complications of
comorbidities such as hypertension, diabetes, asthma, and obesity. The COVID-19 pandemic is
shining a light on the need to address health care disparities within the healthcare system.
The United States' health care system continues to face challenges with addressing and
eliminating health care disparities. The U.S health care system is complex and fragmented,
perpetuating the under and overutilization of services, accessibility, and health outcomes
resulting in health care disparities (Joint Commission, 2016). It costs $30 billion a year to
address health care disparities in the U.S (Joint Commission, 2016). For the first time, in 1985,
the U.S. "formed a group of experts to conduct a comprehensive study of minority health
problems" after releasing the Heckler Report. The Heckler report, also known as the Report of
the Secretary's Task Force on Black and Minority Health, revealed a widening gap of health care
disparities between White Americans and People of Color, despite the advancement of medical
science and knowledge in the U.S. (Heckler Report, 1985). More than 30 years later, these
disparities still exist.
Significance of the Problem
Health care disparity is defined as the "difference in health outcomes across subgroups of
the population - often linked to social, economic or environmental disadvantages" (Braveman,
2014). Differences in outcomes most commonly affect a group of people who have
systematically experienced barriers to health based on their racial or ethnic groups, religion,
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socioeconomic status, gender, age, mental health, cognitive sensory or physical disability, sexual
orientation or gender identity, or geographic location (Braveman, 2014).
Racial and ethnic minority groups in the United States, experience higher rates of illness
and death across health conditions, treatment modalities, and healthcare quality (Centers of
Disease Control and Prevention, 2021). According to the National Center for Health Statistics,
African Americans have a 4-year lower life expectancy and have worse health outcomes than
Caucasians (NCHS, 2012). For example, African American women are 40% more likely to die
from breast cancer than Caucasian women, despite being less likely to develop the disease
(Penner, Blair, Albrecht & Dovidio, 2014). Latina and Chinese women are less likely to receive
adjuvant hormonal therapy, which decreases the risk of recurrent breast cancer. (Dovidio &
Fiske, 2012). American Indians are three times more likely to be diagnosed with diabetes than
white Americans due to inadequate access to care (NCHS, 2012). African American women are
3 to 4 times more likely to die from pregnancy-related complications than white women (Center
for Disease Control, 2018). African American women also remain at higher risk than white
women to experience a pregnancy-related death despite education level, socioeconomic status,
access to prenatal care, or medical conditions such as hypertension and obesity (Center for
Disease Control, 2018). Why is this?
In 2003, the Institute of Medicine published Unequal Treatment: Confronting Racial and
Ethnic disparities in healthcare and identified the sources of racial and ethnic disparities to be
"complex, rooted in historical and contemporary inequities and involve many participants
at several levels, including health systems, their administrative and bureaucratic
processes, utilization managers, health care professionals, and patients" (Institute of
Medicine, 2003 pg. 1).
13
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One of the main objectives of the report emphasized the biases, prejudices, stereotyping, and
uncertainty in clinical communication and decision making among providers and patients; hence,
one of the recommendations included increasing awareness of health care disparities among
health care providers (Smedley, Stith, and Nelson, 2002). While limited research existed when
the report was published, key factors such as the nature of implicit and explicit stereotypes were
explored.
Implicit bias is a contributing factor to health care disparities (Fitzgerald et al. 2017;
Cooper, Roter, Carson, Beach, Sabin & Greenwald, 2012). Research shows that health care
professionals exhibit the same level of implicit bias as the larger population (Fitzgerald & Hurst,
2017). In the late 1990s, psychologists Anthony Greenwald and Mahzarin Banaji published the
theory of implicit social cognition, which asserts that an individual's social behavior and biases
are related to unconscious awareness or control with social psychological constructs such as
attitudes, stereotypes, and self-concepts (Nosek, Hawkins & Frazier 2011). Greenwald and
Banaji in 1998 developed the Implicit Association Test (IAT), which remains the standard for
assessing implicit attitudes, stereotypes, and self-concepts. The use of implicit measurements is
essential in accurately identifying the aspects of social cognition (Nosek, Hawkins & Frazier
2011).
Implicit bias refers to the attitudes or stereotypes that affect our understanding, actions,
and decisions in an unconscious manner (Fitzgerald & Hurst, 2017). It is an automatic,
unconscious response triggered by the brain making quick judgments and assessments of people
and situations, influenced by our backgrounds, cultural environments, and personal experiences
(Fitzgerald & Hurst, 2017). Implicit biases are influenced by experiences, although these
attitudes may not result from direct personal experience. It is cultural conditioning, media
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portrayal, and one's upbringing that can all contribute to the implicit associations that people
form about the members of a particular social group (Dovido et al., 2012). Implicit bias can be
activated during periods of a high-stress level, influencing clinical decision-making and patientprovider interaction. It can also be activated during periods of time constraints and fatigue.
Implicit bias in healthcare professionals can also be manifested in non-verbal behaviors,
negatively affecting patient-provider communication. Individuals who are routinely subjected to
bias in their everyday experience correctly interpret non-verbal behaviors from a provider as bias
(Gonzalez et al., 2018). Implicit bias towards minorities may also interact with other
characteristics such as gender, age, sexual orientation, national origin, and disability status (Hall
et al., 2015).
The presence of implicit bias among health care professionals affects clinical decisionmaking and health outcomes, but it especially affects patient-clinician interaction (Joint
Commission, 2016 and Burgess, Beach & Somnath, 2016). Clinical decision-making and
clinician-patient interaction are barriers to eliminating health disparities for racial and ethnic
minorities. The interaction between a clinician and a patient can promote engagement and
treatment adherence when a patient does not sense bias from their clinician (Gonzalez, Deno,
Kintzer, Marantz, Lypson, & McKee 2018). Gonzalez et al. (2018) published a study to examine
the patient perspectives on racial and ethnic implicit bias in clinical encounters to gain insight
into curriculum development. The study revealed that patients' interpretation of bias with the
healthcare system is often affected by their everyday explicit bias experiences (Gonzalez et al.,
2018). Participants of the study revealed that health care providers' negative behaviors, such as
poor communication and interpersonal skills, may be interpreted as bias and can lead to adverse
outcomes. These experiences often lead to delay in medical care, mistrust, and misperceptions of
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routine clinical encounter procedures, contributing to poor health outcomes. Participants also
revealed that a clinician's non-verbal behaviors during a clinic encounter are interpreted as bias
and lead to non-adherence to treatment. Furthermore, members of marginalized groups, African
Americans, and other minorities are less likely to have insurance and or be underinsured when
compared to whites, which creates barriers to accessing health care and receiving optimal
treatment. Implicit bias exhibited by health care professionals also contributes to reluctance to
seek care by high-risk populations such as those with obesity who are more likely to develop
medical problems and increase healthcare costs (Schwartz, Chambliss, Brownell, Blair and
Billington, 2003).
Problem Statement
Implicit bias is a contributing factor to health care disparities faced by racial and ethnic
minorities in the United States. Racial and ethnic disparities in health care are present among
conditions, settings, diagnostic and treatment modalities, and quality dimensions (Cooper et al.,
2012). Health care professionals play a vital role in eliminating health care disparities by
mitigating implicit bias.
Purpose of this project/Research Question:
How can healthcare professionals mitigate the impact of implicit bias within the healthcare
system? To activate a behavioral change among health care professionals, bias awareness and
diversity training must exist be address at the individual and organizational level. (Marcelin et
al., 2019).
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Chapter II
Background
Research over the last decade has highlighted implicit bias in the health care system
(Peek et al., 2010; Blair et al., 2011; Hall et al., 2015; Zescott et al., 2016; Marcelin et al., 2019).
A primary recommendation is to mitigate the impact of implicit bias among health care
professionals through increased awareness. Published recommendations for mitigating implicit
bias among health care professionals suggests provoking conscious awareness of one's biases
through implicit bias recognition and management training (Gonzalez et al., 2018; Sukera et al.,
2020). Implicit bias recognition and management literature suggests that implicit bias training
should be implemented in the educational curriculum of health care professionals, health care
organizations, and delivery systems (Marcelin et, al, 2019).
While some would argue that educational institutions and healthcare organizations have
not ignored the call to address implicit bias and health care disparities, whether these attempts
have been effective is up for debate. Traditional models of diversity training do not significantly
affect prejudice levels and may also have unintended consequences of reinforcing bias (Pradeep,
2018; Marcelin, Siraj, Victor, Kotadia & Maldonado, 2019). Furthermore, traditional diversity
training models have failed for two reasons: the lack of awareness of bias and strategies when
"an automatic cue response" of implicit bias occurs despite conscious intentions (Banaji &
Greenwald, 2013; Pradeep, 2018).
Review of the Literature
A literature review was conducted reveal to guide the development of a didactic and experiential
training to mitigate the impact of implicit bias among health care professionals. The following
databases were used to obtain literature for this DNP project: Ovid SP Medline, Ovid Embase,
17
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ProQuest Social Science, CINANHL, and PubMed. The original search strategy included the
following concepts and alternative terms: Healthcare professionals (Nurse, Registered Nurse,
Caregiver, Doctor, Medical Doctor, Physician, Medical Provider, and Nurse Practitioner);
Organizations (Hospital, Health systems, Health Care Organization, Medical Facilities, Nursing
Schools, Medical school); Implicit Bias (Unconscious bias, Attitudes, Prejudice, Stereotypes,
Bias); and Interventions (Awareness, Training, Education, Competency). Additional resources
also included the Institute of Healthcare Improvement, The Joint Commission, and The
American Hospital Association. An additional literature search was later conducted using the
following concepts and alternative terms: Curriculum (Module, Program, and Syllabus); Implicit
Bias (Unconscious bias, Attitudes, Prejudice, Stereotypes, Bias); and Healthcare professionals
(Nurse, Registered Nurse, Caregiver, Doctor, Medical Doctor, Physician, Medical Provider, and
Nurse Practitioner).
Inclusion and Exclusion Criteria
Publications that met the criteria included qualitative and quantitative studies, systematic
reviews, and books. Publications that focused on implicit bias in healthcare, health disparities,
healthcare professionals' role, implicit bias education, cultural competency, cultural humility,
curriculum development, mitigating strategies, racism, bias, stereotypes, patient experience,
clinical decision making, and patient safety were reviewed. The publication date was not an
exclusion criterion for this literature search because literature about implicit bias and social
cognition science was first published in the late 1980s. The themes identified from the literature
review include the role of healthcare professionals, education & training, mitigating strategies
at the organizational and individual level, and the use of assessment tools.
Health Care Professionals
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At least two-thirds of health care professionals hold some form of implicit bias against
marginalized groups (Blair et al., 2011; Fitzgerald et al., 2017; Merino, 2018). Implicit bias
exists among health care professionals of different specialties, levels of training, and experience
levels (Fitzgerald et al., 2017). A systematic review of implicit racial/ethnic bias among
professionals revealed low to moderate levels of implicit bias against people of color among
health care professionals (Hall et al., 2015). Of the 15 studies reviewed, "thirteen of the studies
reported that health care professionals are more likely to associate Black Americans with
negative words when compared to White" (Hall et al., 2015 pg. 6). Four studies reported
moderate levels of implicit bias against Hispanic/Latino/Latina individuals compared with White
individuals (Hall et al., 2015).
A prospective study conducted among surgical registered nurses revealed an implicit
preference toward White patients and patients who have a high socioeconomic status however,
there was no significant difference in the overall treatment choices based on bias (Haider et al.,
2015). A cross sectional study conducted among primary care clinicians in an urban community
based practice found a moderate level of implicit bias among clinicians using the 2 IAT
measures of Race and compliance. Moderate levels of implicit bias among primary care
clinicians were also associated with the following among black patients: more clinical verbal
dominance, lower predicted probabilities of perceiving respect from the clinician, less
confidence in clinicians, and lower predicted probabilities of clinician involving them in decision
making (Cooper et al., 2012).
Implicit Bias Training & Education
Implicit bias training must provide healthcare professionals with concrete strategies to
mitigate their implicit bias. This form of implicit bias training if often referred to as implicit bias
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recognition and management which consists of two components: promoting conscious awareness
of biases and fostering behavioral changes (Sukera et al., 2020). Negative consequences of
implicit bias training that do not provide concrete strategies result in increased anxiety and
avoidance, withdrawal, or overcompensation (Hagiwara, Kron, Scerbo, and Watson, 2020). Also,
the study showed that social interactions between peers strongly influenced response to the
training because it fostered a sense of responsibility rather than guilt (Sukera et al., 2020)..
Education to address implicit bias must enhance skills to recognize and manage such biases
(Sukera et al., 2020). To expedite behavioral change among health care professionals, bias
awareness and diversity training must exist within educational institutions and organizations.
(Marcelin et al., 2019).
Strategies to Mitigate Implicit Bias
Seven themes identified in the literature as strategies to mitigate implicit bias: 1) counter
stereotypic imaging; 2) habit replacement; 3) increasing opportunities for contact;
4 ) individuation; 5) mindfulness; 6) perspective-taking, and 7) stereotype replacement
(Narayan, 2019). A description of each strategy can be found in Table 1.
Strategies Description Resources
Strategies

Description

Resources

Counter stereotypic imaging

Imagine examples of out-group
members who counter popularity
held
Form new habits and set new
egalitarian goals

Devine, G., Foscher, P., Austin, A.,
& Cox, W. (2012).

Increase exposure to members of
the out-group
View others according to their
personal characteristics, instead of
their stereotypic characteristics

Devine, G., Foscher, P., Austin, A.,
& Cox, W. (2012).
Devine, G., Foscher, P., Austin, A.,
& Cox, W. (2012).

Habit Replacement

Increasing opportunities for
contact
Individuation

Byrne & Tanesini(2014)
Devine, G.,Foscher, P., Austin, A.,
& Cox, W. (2012).
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Mindfulness

Perspective-taking

Develop metacognition skills
involving attentional control,
emotional regulation, selfawareness, and a non-judgmental
and curious orientation towards
one's experiences
Consider the perspective of
patients, practice empathy with
patient and circumstance

Personal awareness

Deliberately reflect to recognize
one's own potential bias.
Recognition can lead to the
development of self-regulatory
behaviors
Use of IAT

Stereotype replacement

Replace negative stereotypes with
new, less prejudiced associations
and positive and admirable
depictions of an under-represented
minority. These interventions
promote personal motivation

Burgess, D., Beach., C & Somnath,
S. (2017)

Greeley, 2018

Edgoose, J., Quiogue, M., and
Sidhar, K., (2019). Boscardin,
2015;
Devine, G., Foscher, P., Austin, A.,
& Cox, W. (2012).
(Bucknor-Ferron and Zagaja,
2016).

Pereda & Montoya (2018)
Devine, G., Foscher, P., Austin, A.,
& Cox, W. (2012).
Calanchini, J., Gonsalkorale, K.,
Sherman, JW., Klauer, KC. (2013)

Use of assessment tools
The Implicit Association Test (IAT) should be used as a prompt for reflection and not a
metric for measuring implicit bias or evaluating curricula (Sukhera et al., 2018). The IAT and the
Assumption Method are the most common tools used to identify implicit bias (Sukhera et al.,
2018; Marcelin et al., 2019). The IAT measures the association between concepts and
evaluations of stereotypes (Project Implicit, 2019). For example, the Race IAT assesses
associations between white and black people and uses evaluations of "good" or "bad."
Organizational Strategies
Many strategies to mitigate the impact of implicit bias are focused on the individual level;
however, there is a need to consider addressing these within organizations (Sukhera, Miller,
Srebo, Milne, Lim, Watling, 2020). Commitment to a culture of inclusion is more than diversity
21
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training and cultural competency (Marcelin, et al, 2019). Healthcare organizations are
encouraged to identify cultural competence as an organizational priority and also improve factors
related to health disparities (Greeley, 2018). Recommendations for nurse leaders included
providing information on current healthcare disparity data, train the trainer modules for learners,
mindfulness training, and simulation training to allow learners to practice learned skills (Greeley,
2018).
One-time implicit bias training has also been ineffective in fostering behavioral change in
healthcare professionals. Diversity training must include implicit bias and a multidimensional
approach embedded in the strategies to increase diversity, inclusion, and equity (Marcelin et al,
2019).
Synthesis of Literature
It is evident through various primary and secondary sources that implicit bias among
health care professionals needs to be addressed to eliminate health inequality and improve
patient outcomes (Blair et al, 2013). There is also overwhelming consensus among healthcare
organizations to address implicit bias through cultural competency training and awareness
(Greeley, 2018; Weech- Maldonado et.al 2018). The Institute of Health Care Improvement and
the Joint Commission recommends that organizations address implicit bias in healthcare
professionals through increased awareness and training. The American Hospital Association
recommends that organizations utilize the IAT in new employee orientation and /or annual
implicit bias training (AHA, 2019.) Several studies recommend identifying implicit bias among
healthcare professionals through the IAT and allowing individuals to share feedback through
group discussion (Sukhera et al, 2018; Mania et al, 2018; Zescott et.al, 2016; Byrne et al, 2015).
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Research also demonstrates that early adoption of strategies to eliminate implicit bias can
improve patient experiences (Zescott et al, 2016; Blair et al, 2013). The literature also suggests
that it is vital to counteract bias by providing positive and admirable depictions of underrepresented minorities in leadership positions (Pereda et al., 2018; Gregely, 2018).
Acknowledging the impact of bias and patients' vulnerabilities should also be considered when
developing training and education curriculum (Pereda et al., 2018; Gregely, 2018).
Strengths & Gaps of the Literature
A comprehensive literature search revealed gaps in knowledge with implications for
more research on implicit bias in healthcare. These include how to reduce cognitive stressors
that exacerbate the activation of implicit bias (Mania et al, 2018), how implicit bias influences
care, and how implicit bias affects other minority groups and social domains (Blair et al, 2011)
since the majority of the literature has focused only on African Americans. There is also an
opportunity to explore the relationship between implicit bias and clinical outcomes (Blair et al,
2011), how to help educate patients about their own implicit bias, and how it affects their health
outcomes. More research is also needed to explore if implicit bias exists across the domains of
socioeconomic status, gender, age, sexual orientation, and mental illness. The literature also
lacks evidence of implicit bias among specific clinical conditions and varies among clinical
settings. There is also a lack of evidence of the effectiveness of interventions to reduce implicit
bias (Fitzgerald et al., 2019).
A lack of evidence identifying successful outcomes of interventions for implicit bias
training or education within the health care system also exists. (Blair et al, 2011). A recent
publication argued that current implicit bias training lacks the foundation to effectively mitigate
bias (Hagiwara, Kron, Scerbo, and Watson, 2020). Self-reflection of bias or participants' own

23

Achieving Health Equity

assessment of change by retaking the implicit association test following the instruction does not
adequately measure training effectiveness (Hagiwara, Kron, Scerbo, and Watson, 2020).
Changes in IAT results do not represent changes in behaviors, and there have been limited
studies that evaluate patient outcomes (Hagiwara, Kron, Scerbo, and Watson, 2020).
Theoretical Framework
Jack Mezirow introduced transformative learning (T.L.) in 1978. T.L. is defined as "a
deep, structural shift in basic premises of thought, feelings, and actions." T.L. is an established
theory used throughout medical and health professions education and stimulates learners to think
independently with the intent to dispose of the knowledge acquired as a result of life experience
(Tsimane, T and Downing, C 2019). T.L. plays a significant role in the education of health care
professionals in reducing disparities, addressing social determinants of health and promoting
critical engagement. Mezirow's early theory of transformative learning was "influenced by
Kuhn's (1962) paradigm, Freire's (1970) conscientization, and Haberman's (1971, 1984) domains
of learning "(Kitchenham, 2008 pg. 105).
Elements of Transformative Learning Theory
The two main elements of T.L. are a critical reflection or critical self-reflection on
assumptions, and critical discourse, where the learner validates the best judgment or the "process
an individual evokes to monitor conscious nature of problems and the alternative solutions
(Kitchenham, 2008 pg. 105). Mezirow suggests that reflection and dialogue influence and foster
the transformation of an individual's personal paradigm. Such transformation occurs through
stressful experiences or a "disorienting dilemma" that provokes individuals to critically question
beliefs and assumptions (Sukera, et al., 2020). The disorienting dilemma then leads to a dialogue
with others who have experienced similar discomfort and explore new roles, relationships, and
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actions acquiring new knowledge and skills, leading to integrating a new perspective (Sukera et.
al, 2020).
Applicability
Transformative learning theory aligns with this project's objective, which is to mitigate
the impact of implicit bias among health care professionals through a didactic and experiential
curriculum. Increasing awareness of biases and behavioral changes is key to mitigating implicit
bias among health care professionals (Sukera et al., 2020). The article titled Implicit Bias in
Health Professionals: From Recognition to Transformation (Sukera, Watling, and Gonzalez
2020) outlines the use of T.L. in implicit bias recognition and management. The first step of T.L.
is to create a disorienting dilemma, which is similar to educational strategies such as the implicit
association test that increases awareness and or recognition of one's bias. Self-reflection and
discussion are considered two educational strategies and similar to the T.L. This step helps
learners reflect on their assumptions and explore new roles. The final step of the T.L. supports
skill acquisition and behavior change, which can be achieved through role-play and simulation.
Both are educational strategies of implicit bias recognition.
Project Model
Knowledge to Action Framework
The Knowledge to Action Framework (K2A) will be used to implement this DNP project
and support the implicit bias curriculum's sustainability. The K2A framework is a conceptual
framework that systematically translates knowledge into sustainable evidence-based
interventions (Field, B., Booth, A., Ilott, I., and Gerrish, K., 2014). The framework has two
components: Knowledge Creation and the Action Cycle. Knowledge creation involves
knowledge inquiry, which requires collecting the first generation of knowledge described as
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"primary studies or information of variable quality" (Graham, Logan, Harrison, Straus, Tetroe,
Caswell Robinson, 2006, pg 18). The next step is knowledge synthesis, an iterative process of
dissecting literature to answer this project's specific question. The final step is presenting the
acquired knowledge into tools and products that can meet the intended audience's needs.
The action cycle represents the activities needed for knowledge to be applied in practice
and barriers. The cycle includes identification of the problem and the knowledge needed;
adaptation of the knowledge to the context, assessment of barriers to using the knowledge,
implementation of the use of knowledge, monitoring the use of knowledge and evaluating the
outcomes; and lastly, the sustainment of the knowledge use (Graham, et., al 2006).
Applicability
This DNP project's knowledge creation began with the research question, "How can
health care professionals mitigate the impact of implicit bias." This project's knowledge inquiry
phase involved reviewing the literature followed by the literature's synthesis to answer the
research question. The literature synthesis identified themes, strengths of the literature, and gaps
in the implicit bias body of evidence. This project's final step involved identifying the most
effective format to educate healthcare professionals about mitigating strategies. It is in this phase
that the project goal of developing a didactic and experimental curriculum was formulated.
Identifying implicit bias as a contributing factor to health care disparities describes the
first step of the action cycle related to this DNP project. Adaptation of the project goal to the
local context followed the completion of the organizational readiness. The remaining steps in the
cycle include implementing the interventions, monitoring of knowledge, and evaluating
outcomes. The final step in the cycle involves sustainability, which is described in the leadership
immersion section of this DNP proposal.
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Figure 2: The Knowledge to Action Framework
Evaluation/Analytical plan
The New World Kirkpatrick Model (2016), initially developed by Don Kirkpatrick in the 1950s,
was used to guide to evaluate this DNP project's effectiveness (Figure 3). The model Evaluation
of the project goal and course objectives were based on Reaction (Level 1) and Learning (Level
2) of the four levels. The model's four levels include:
1. Reaction: The degree to which participants find the training favorable, engaging, and
relevant to their jobs, also known as the customer satisfaction of measurement. There are
three components of this level: customer satisfaction, engagement, relevance.
2. Learning: The degree to which participants acquire the intended knowledge, skills,
attitude, confidence, and commitment based on their training participation.
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3. Behavior: The degree to which participants apply what they learned during training when
they are back on their job
4. Results: The degree to which targeted outcomes occur because of the training
(Kirkpatrick, 2016).

Organizational Analysis- Environmental Scan
Overview
This project was implemented within the Continuum Care program within a health
system in the New York City (NYC) metropolitan area. The health system is comprised of eight
hospitals with more than 3,900 beds and more than 400 ambulatory locations. More than 150,000
inpatient admission annually and three million outpatient visits each year within this health
system.
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Organizational Analysis
Mission and Vision
The mission of this NYC health system is "to provide compassionate patient care with
coordination and to advance medicine through education, research, and outreach in the many
diverse communities we serve." (Direct quote from the site)
The vision is continuing to grow and challenge convention through pioneering spirit, scientific
advancements, forward-thinking leadership, and a collaborative approach to providing
exceptional patient care in the many unique communities we serve.
The health system is committed to addressing racism and its impact on members of the medical
community, staff, faculty, students, trainees, patients and visitors, and the communities they
serve. The goal of this health system is to become anti-racist health care and address structural
racism. This organization is committed to addressing racism and bias within the health system. It
plans to address structural racism by evaluating and redesigning structures with a more targeted
approach towards equity. Key strategies will be developed, implemented, and will be evaluated
routinely.
Project Goals/Aims
This DNP project aimed to mitigate the impact of implicit bias among health care professionals
through the development and delivery of a didactic and experiential curriculum. The following
aims were identified and performed by this writer in order to achieve the goal of this DNP
project :
1. Conducted a literature review to identify key strategies to mitigate the impact of implicit
bias among health care professionals.
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2. Developed and delivered a didactic and experiential curriculum based on the review of
the literature. The curriculum was developed and measured for relevance and
importance using the Evidence Methods When using Experts" protocol (Lazenby, Dixon,
Coviello, and McCorkle, 2014) via an expert panel.
3. Evaluated the curriculum with a pre and post-assessment using the Kirkpatrick Model for
Training Evaluation (2016)
Chapter III
Methods
This chapter describes the methods used to design and evaluate this DNP project. The listed aims
were used to guide the completion of the project.
Aims and Associated Methods of Achieving Aim One
Aim 1. Conduct a literature review to identify key strategies to mitigate the impact of
implicit bias among health care professionals. The review of the literature was presented in
Chapter 2. The objectives of the literature review were to identify:
a. The relationship between implicit bias and health care disparities
b. The relationship between the health care professional and implicit bias
c. Interventions to mitigate the impact of implicit bias
d. Curriculum development
The literature search started in 2018 and ended in February 2021. An additional literature search
was conducted in response to the social unrest and the political climate in the United States in
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January 2021. The literature review revealed themes about the historical and contemporary
context of Race in the United States.
Aims and Associated Methods of Achieving Aim Two
Aim 2. Develop a didactic and experiential curriculum based on the review of the literature.
The curriculum was developed and measured for relevance and importance using the
Evidence Methods When using Experts" protocol (Lazenby, Dixon, Coviello, and
McCorkle, 2014) via an expert panel.
The didactic and experiential curriculum was designed based on L. Dee Fink's Self -Directed
Guide to Designing Courses for Significant Learning (Fink, 2003). The 12-step guide (Appendix
C) served as a systematic outline in developing and assessing the curriculum. The curriculum
design's initial phase included assessing situational factors, the targeted population, course
delivery method, and learning objectives.
Targeted Population and Participants
The targeted population for the designed course was healthcare professionals with direct patient
care responsibilities. The participants who enrolled in the course were registered nurses and
physical therapists.
Course Delivery
The course was delivered in a hybrid two-part series. Part 1 of the series was a pre-recorded
webinar. Part 2 of the series was a 60-minute live session via zoom.
Learning Objectives
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The curriculum's learning objectives were designed based on the literature review, critical
concepts of social cognitive science, and implicit bias. The following were the learning
objectives for Part 1, the pre-recorded webinar:
1. Describe how implicit bias exists among healthcare professionals
2. Define implicit bias in health care
3. Discuss how implicit bias impacts racial health care disparities
4. Identify significant events in history that have influences the health of minorities.
The following were the learning objectives for Part 2, the live session:
1. Describe how implicit bias impacts health outcomes, patient and clinician interaction,
and clinical decision making
2. Reflect upon results of Race Implicit Association Test
3. Identify and apply implicit bias mitigating strategies
Course Structure
The course outline and critical constructs of the curriculum can be found in Appendix F. The
final phase of the course design was the evaluation of course's delivery method and content.
Before the COVID 19 pandemic, the course was initially designed to be delivered in person with
role-playing and hands-on group work; however, modifications were made to offer the live
session via zoom. These modifications included videos of lived experiences, review of case
studies, and application of mitigating strategies.
The curriculum was delivered in a hybrid format with a pre-recorded webinar and a virtual live
session. The self-paced module took approximately 28 minutes to complete. The pre-recorded
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webinar was 22 minutes in length and the average time to complete the pre-post assessment was
5 to 7 minutes. The pre-recorded webinar's key objectives were to introduce fundamental
concepts of healthcare disparities, implicit bias, and social cognitive science. The overall goal of
the pre- post-assessment was to assess the knowledge gained after completing the pre-recorded
webinar. Participants were encouraged to complete the Implicit Association Test (IAT).
However, the IAT was not required; participants were encouraged to take the test to prompt selfreflection before the virtual live session.
The virtual live session took place approximately one week after the dissemination of the prerecorded module. The virtual live session was 60 minutes, included group discussion, and review
of case studies to provide an opportunity for skill-building. Four evidence-based strategies were
introduced during the live session. Key concepts of the curriculum content can be found in
Appendix F. After the live session, participants were asked to complete an evaluation tool that
took 5 to 7 minutes to complete. The program evaluation form can be found in Appendix G.
A group of three content experts validated the didactic and experiential curriculum content.
Expert panel selection was based on educational background, expertise in implicit bias or
healthcare disparities, and contributions to the body of evidence. Experts were invited to join the
panel in the Fall of 2020 through email. The email included specific details about the Doctor of
Nursing Practice project's scope and expert panelists' expectations if selected. Experts were
asked to rate the curriculum content on clarity and relevance (Appendix G). The established
agreement level was 100% because there were fewer than four experts who completed the tool.
Below are the names of three experts that were invited to join the panel:
● John Dovido, Ph.D., is a professor of psychology and public health at Yale
University. His research currently focuses on how the bias of health care providers'
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perceptions by members of disadvantaged groups influences medical interventions,
decisions, and outcomes.
● Mary Curry Narayan, MSN, RN HHCNS-BC, CTN, COS-C, is an adjunct faculty
at George Mason University's College of Nursing of Health Science. She has
extensive experience in transcultural competency.
● Heather Reynolds, CNM, MSN, is a nursing lecturer in the Nurse-Midwifery
specialty program and a minority student coordinator at Yale of School of Nursing.
She holds a master's in nursing from Yale University. Her research interests include
health care delivery to underserved communities and minority populations.
The experts' rated an 18item outline of the key constructs of the curriculum in one phase. The
binary scale of clear vs. unclear was used to evaluate the clarity of the curriculum. The key
constructs were rated 100% in agreement with relevance and clarity. All items were rated 100%
relevant. Six items rated were as 100% clear, nine items were rated as 67%, and three items were
rated as 33%. The items rated as 67% clear were: 1). United States Healthcare System, 2).
Historical Periods in Time, 3). Unequal Treatment 4). Increasing Awareness, 5). Implicit
Association Test (IAT), 6). Implicit Bias Example, 7). Self-Reflection and Group Discussion of
Implicit Association Test results, 8). Effective mitigating strategies, and 9). Skill building and
application exercises. Experts who rated items as unclear provided comments and rationales that
included concerns about the course's length, recommendations on how to debrief implicit
association test results, and not having enough detail included in the outline to rate clarity. The
items United States' healthcare system and increasing awareness were removed from the
curriculum. The items Implicit Association Test and Self- Reflection & Group discussion of IAT
results remained as items in the curriculum based on the literature review and transformative
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learning theory. Feedback and guidance from the experts about the IAT were incorporated into
the curriculum. The item Historical Period in Times was also included in the curriculum to help
define systemic racism in the United States.
The items rated as 33% clear were removed from the curriculum: 1). Significance of the
Problem, 2). Heckler Report, and 3). Real Life experiences.
Methods of Achieving Aim Three
Aim 3. Assess the knowledge level before and after completing the pre-recorded webinar
with a pre-post assessment using the Kirkpatrick Model for Training Evaluation. The
training program was evaluated using the Kirkpatrick Model for Training Evaluation after
attending the live virtual session.
The New World Kirkpatrick Model (2016), initially developed by Don Kirkpatrick in the 1950s,
was used as a guide to evaluate this DNP project's outcomes. The model Evaluation of the
project goal and course objectives were based on Reaction (Level 1) and Learning (Level 2) of
the four levels. The model's four levels include:
1. Reaction: Engagement and relevance of the training were components evaluated using a
blended evaluation tool. The objective of evaluating these components was assess if the
training program was of interest to the participants and relevant to their role/job as
healthcare professional.
2. Learning: Knowledge was a component evaluated using the pre-post assessment and the
blended evaluation tool. The objective of evaluating this component was to assess the
intended knowledge of acquired after the training.
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Behavior and results of the New World Kirkpatrick model were not evaluated for this training
because a survey could not be administered to participants 30 days after completing the training
program.
Retrospective Pre and Post Assessment
Participants who registered for the training program were asked to complete a retrospective prepost-assessment after reviewing the pre-recorded webinar. A retrospective assessment is a tool
that asks participants about their level of knowledge before training and their current level of
knowledge after training. This technique is used to gather pre-post assessment data over a shorter
period and with fewer resources (Kirkpatrick, 2016). The retrospective assessment evaluated the
level of knowledge before and after the completion of the webinar. A random identification
number was generated for each participant that completed the retrospective pre-and postassessment.
Live Session Program evaluation
The program evaluation assessed the effectiveness of the training program, relevancy and
applicability of the curriculum, and implications for practice change. A blended evaluation tool
was used to evaluate the learner's engagement (Level 1) and learning (Level 2) of the New World
Kirkpatrick Four Levels of Training evaluation
Institutional Review Board (IRB)
This project was deemed a quality improvement project, thus not requiring Institutional Review
Board (IRB) approval. No human subjects were involved in this project.

36

Achieving Health Equity

Project Timeline
1. DNP project proposal defense, October 2020
2. Revise DNP proposal, October 2020
3. Verbal agreement for project implementation with Senior Nursing Director for
Continuum Care November 2020
4. Implicit Bias course implementation with Continuum Care Team, February 2021
a. Pre-recorded webinar and pre/post assessment test disseminated February 8, 2021
b. Live zoom session February 17, 2021
c. Program evaluation dissemination February 17, 2021- March 1, 2021
5. Development of Manuscript December 2020 – March 2021
6. Manuscript submission, March 2021
Leadership Immersion
Race in this country is used as a social construct to justify power, privilege, disenfranchisement,
and oppression. The social unrest in the Summer of 2020 sparked the need to address systemic
racism in the United States across the nation. According to Pew Research Center, the population
is steadily growing more diverse in racial and ethnic groups. It is projected that by 2050, 47% of
the U.S. population will be non-Hispanic while compared to 67% in 2005. It is projected that the
Hispanic population will triple in size. Latinos will be 29% of the population, Blacks will be
13.4%, and Asians will be 9% (Pew Research, 2012). As the U.S population becomes more
diverse, healthcare organizations must ensure that diversity and inclusion are organizational
priorities. This also presents new challenges for healthcare organizations, including
understanding how systemic racism can impact patients, staff, and employees. This provided the
writer an opportunity to explore the development of an Equity, Diversity, and Inclusion council
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within the department of a healthcare organization. This council was formed with two other
colleagues and supported by the Chief Nurse of the healthcare organization.
One primary focus of this council is fostering professional development for staff members
through educational training. To achieve this project's goal, it is essential that implicit bias
training is enculturated into the department. The literature demonstrates that one-time training is
not effective in promoting a behavior change among healthcare professionals.
This council has created a platform to showcase and foster the benefits of having an inclusive
work environment within a healthcare organization. Creating an inclusive work environment that
celebrates diversity and practices inclusivity is a re-occurring theme that many corporations and
organizations have adopted.
Chapter V
Results
Pre-Recorded Webinar
Part 1 of the training titled Addressing Implicit Bias in Health Care: A Virtual Training Program
for Healthcare Professionals was delivered in a pre-recorded webinar. The training program was
evaluated using descriptive and inferential statistics. Twenty-three participants were registered
for the training program via a zoom webinar link. The first part of the training program was
accessed 23 times by registered participants between February 8, 2021, and February 15, 2021.
In total, only 40% (9/23) of participants reviewed the entire pre-recorded webinar. Of those who
reviewed the webinar, 78% (7/9) fully completed the retrospective pre-post, and the remaining
28% (2/9) partially completed the assessment (Figure 1). A review of the pre-recorded webinar
was a pre-requisite for attending the live session, however, registering for the program was
voluntary.
38

Achieving Health Equity

Figure 1: Total # of participants who completed the pre-recorded webinar and assessment
The six-item retrospective pre-post assessment measured participant knowledge level before and
after completing the pre-recorded webinar. Each item had the following two parts: "Before
participating in the training, I had a good understanding of: "After completing the training, I have
a better understanding of. " Participants were asked to indicate the degree of agreement with the
statement above using the following 5-point Likert scale options: strongly disagree (=1),
disagree (=2), neutral (=3), agree (=4), strongly agree (=5).
The overall analysis of the pre-post assessment revealed a mean score of 3.24 across all six
concepts/subscales of the pre-recorded webinar, before participating in the training and a mean
score of 4.36 after participating in the training.
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Pre-Recorded Webinar- Key Concepts/Subscales
Level Evaluation: Learning
The definition of implicit bias
How historical periods in time have influenced the health of Native
Americans, African Americans, and other People of Color
Implicit bias in health care
The relationship/association between implicit bias and health care
disparities
How implicit bias impact patient-clinician interaction, clinical
decision making, and patient outcomes
How the brain functions as it relates to implicit bias
Total Mean of all key concepts/subscales

Pre-Mean

Post Mean
3.00

4.43

3.14
3.57

4.43
4.57

3.14

4.43

3.29
3.29

4.29
4.00

3.24

4.36

Figure 2. The total mean score of key concepts/subscales of pre-post assessment
A paired T-test yielded a p-value of 0.03, indicating a significant difference between the pre and
post-assessment scores. The Pearson correlation between the pre and post-mean was 0.99,
showing a high correlation (Figure 4).

t-Test: Paired Two Sample for Means

Mean
Variance
Observations
Pearson Correlation
Hypothesized Mean
Difference
df
t Stat
P(T<=t) one-tail
t Critical one-tail
P(T<=t) two-tail
t Critical two-tail

Variable
Variable 1
2
3.798571429 3.871429
0.364847619 0.397748
7
7
0.994206751
0
6
-2.69292754
0.01795621
1.943180281
0.035912419
2.446911851

Figure 5. t-Test Paired Two Sample for Means
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Pre-Recorded Webinar Key Concepts/Subscales
The mean score increased for Definition of Implicit bias increased from 3.00 to 4.43, indicating
improved knowledge or better understanding after completing the pre-recorded webinar. The
mean score also increased for Historical periods in time that have to influence the health of
Native Americans, African Americans, and Immigrants from 3.14 to post mean of 4.43. The third
concept/subscale of the pre-recorded webinar Implicit Bias in Health Care increased from 3.57
to 4.57, also indicating a better understanding of the concept/subscale after completing the prerecorded webinar. The key concept of Relationship/Association between Implicit Bias and
Health Care Disparities means increased from 3.14 to 4.43, indicating a better understanding of
the participants' concepts after the webinar. The key concept of implicit bias impacts patientclinician interaction, clinical decision making, and health outcomes increased from 3.29 to 4.29.
The pre-recorded webinar's final key concept, How the brain functions related to implicit bias,
increased from 3.29 to 4.00.
Pre-Recorded Webinar- Key Concepts/Subscales
Pre-Mean
Post-Mean
The definition of implicit bias
3.00
4.43
How historical periods in time have influenced the health of Native
Americans, African Americans, and other People of Color
3.14
4.43
Implicit bias in health care
The relationship/association between implicit bias and health care
disparities
How implicit bias impact patient-clinician interaction, clinical
decision making, and patient outcomes

% of increase
143%
129%

3.57

4.57

100%

3.14

4.43

129%

3.29

4.29

100%

3.29

4.00

71%

How the brain functions as it relates to implicit bias

Table 2. Pre-Recorded Webinar Key Concepts
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Figure 6. Pre-Recorded Webinar Key Concept
Reliability Assessment
A Cronbach's alpha test was conducted to measure the consistency of the retrospective pre-post
assessment. The Cronbach's alpha was 0.95, indicating strong evidence of good reliability of the
pre-post assessment outcome.
Live Session Program Evaluation
Kirkpatrick's Four Levels of Training and Evaluation model was used to evaluate the
implementation of the Addressing Implicit Bias in Health Care: A Virtual Training Session for
HealthCare Professionals training program. The tool designed to assess the live session of the
training program was a blended evaluation tool. This tool was learner-centered and focused on
level 1 and level 2 of the Kirkpatrick Four Levels of Training. Participants were asked to indicate
the degree of agreement with statements using the following 7-point Likert scale options:
strongly disagree (=1), disagree (=2), somewhat disagree (=3), Neither agree nor disagree (=4),
somewhat agree (=5), agree (=6), strongly agree (=7).
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Response Rate
A total of 23 participants registered for the training program, and only 20 participants attended
the live session. All participants received a link to the program evaluation after the live session.
A total of 50% (10/20) of participants completed the program evaluation (Appendix H).
Role Group and Years of Experience
Participants were asked to select which role group they represented and their years of experience
ranging A total number of eight nurses and two physical therapists completed the training
evaluation form.(Figure 5).

Figure 7. Role Group of Live Session Participants who completed the Program Evaluation
Sixty percent of the (6 /10) participants had more than 20 years of experience, thirty percent
(3/10) had between 9 to 13 years of experience and ten percent had 14 to 20 years of experience
(Figure 8).
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Years of Experience of Live Session Participants who completed the Program
Evaluation

total # of participants

10
8
6

4
2

4
1
3

2

0
Nurse
9-13 years

Physical Therapist
14-20 years

More than 20 years

Reaction was the first level of Kirkpatrick's Training evaluation model that evaluated the degree
to which participants were involved and contributed to their learning. The statement Addressing
Implicit Bias in Health Care program held my interest revealed a mean of 6.80, indicating that
participants strongly agreed with this statement. The mean of the rating item course materials
were easy to follow was 6.80, indicating that the participants strongly agreed with this statement.
Additional rating items such as my learning were enhanced by the facilitator's knowledge and the
activities aided me in learning the key concepts of implicit bias, respectively had a mean score of
6.89 and 6.67, indicating that participants strongly agreed with the statement. The statement I
learned from the training, mitigating strategies to minimize implicit bias, had a mean score of
6.60, indicating that participants strongly agreed with the statement. The statement what I
learned from this course will help me in my clinical practice, evaluated the degree to which
participants will have the opportunity to use what they have learned in training on the job also
revealed a mean score of 6.60.
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The knowledge component of Kirkpatrick's Four Levels of training was evaluated using the
open-ended question: "What are the major concepts you learned during this session. This
question was used to evaluate the degree to which participants acquired certain information or
knowledge (Kirkpatrick, 2016). The qualitative data provided by 7 of the 10 participants who
completed the program evaluation was categorized to identify prominent themes of the
participant's response to the question. The three themes identified from the participants responses
were: (1) Self-awareness, (2) The definition of implicit bias, and (3) The healthcare
professional's role. A total of 71.4 % (5/7) responses were categorized as the theme of selfawareness, indicating that participants understood the significance of increasing awareness as a
way to address implicit bias. A total of 14.3% (1/7) of the responses were identified as the theme
definition of implicit bias, and the remaining 14.3% (1/7) of the responses were identified as the
role of the healthcare professional. The themes identified demonstrated participants' knowledge
of key concepts presented in the training.
Chapter V
Discussion
A Summary Review of the Problem
Navigating a fragmented health care system is especially challenging for marginalized
populations. It is the obligation of healthcare professionals to ensure that patients receive the
highest quality of care that is free of bias, prejudice, and/or assumptions that negatively impact
health outcomes while seeking care and services.
Implicit bias has been identified as a contributing factor to health care disparities in the United
States. Health care professionals exhibit the same level of implicit bias as the greater population.
Research demonstrates that implicit bias among health care professionals impacts patient45
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clinician interaction, clinical decision making, and health outcomes. Implicit bias can be
activated during periods of high level of stress, fatigue, and time constraints which is reflective
of the current work environments of most healthcare professionals. The literature supports that
increasing awareness of implicit bias through the use of the Implicit Association Test can
provoke a conscious acknowledgement of one's biases that can be addressed through the
utilization of evidence based mitigating strategies (Sukera et a l., 2020).
Acknowledging one's biases is the first step of addressing and mitigating the impact of implicit
for individuals. This requires conscious and deliberate actions. It is for this reason that this
project was designed for healthcare professionals. Historically, the nursing and medical curricula
have lacked coursework that focuses on health disparities, diversity, equity, and inclusion issues
that exist in the profession. The American Association of Colleges of Nursing (ACCN), in April
2021, added a new Essential of Diversity, Equity and Inclusion that focuses on making nursing
education equitable. This new Essential challenges nurses to address biases, eradicate
structural/systemic racism, discrimination and promote social justice (American Association of
Nursing Colleges, 2021).
The overwhelming consensus from the research is that healthcare professionals must increase
their awareness of implicit bias in healthcare through changes in the educational curriculum.
There is also an organizational level of responsibility. For example, The Joint Commission, the
Institute of Medicine, and the American Hospital Association have urged healthcare
organizations to address implicit bias in healthcare by providing implicit bias training to staff and
employees. The literature supports that addressing implicit bias at the individual and
organizational level, helps to provoke a behavioral change among healthcare professionals over
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time. Implicit bias training is found to be most effective when there is an individual effort and an
organizational commitment to truly address health inequities.
Key Findings
This project was designed as an introductory course for healthcare professionals who were
interested in deepening their understanding of implicit bias in health care. The key components
of the training focused on the individual level of addressing implicit bias in healthcare by
provoking conscious acknowledgement of the pervasiveness of bias in healthcare and within our
society. An increase in the mean of the pre-post assessment across all subscales of the prerecorded webinar indicates that learning occurred, and new knowledge was acquired. The prerecorded webinar was designed based on implicit bias recognition and management literature
which recommends increasing relevance of the topic for learners. (Sukera et al, 2018 and
Gonzalez, 2018). The Definition of Implicit bias subscale of the pre-recorded webinar achieved
this by explaining the human nature of implicit bias and provided a brief video of everyday
experiences of Black men. The subscale How the brain works provided an overview of social
cognitive neuroscience focusing on the how the brain creates bias. Recognition of implicit bias is
a key component of implicit bias training and throughout the live session, participants were able
to recognize bias through case studies and patient scenarios.
This project's findings are validated by the current literature incorporating health disparities into
the curriculum of health care professions. Participants were also introduced to how systemic
racism perpetuates bias that impacts the health of racial and ethnic minorities Based on the data
collected, participants rated a better understanding of the association of health care disparities
and implicit bias after the part 1 of the training program.
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Implications
The Centers of Disease Control and Prevention (CDC) has declared Racism to be a serious
public health threat because of structural policies and practices that have influenced the health of
the minority populations in the United States (Centers of Disease Control and Prevention, 2021).
The historical inequities faced by African Americans specifically and other minorities continue
to exist today and the COVID 19 pandemic has recently brought this to light. Addressing
systemic racism and bias within health care must be done concurrently within healthcare
organizations.
The executive order in September of 2020 that banned racial sensitivity training within federal
agencies as well as the COVID 19 pandemic impacted the implementation of this project. The
project was originally designed and scheduled to be implemented in October 2020 within the
writer's organization. The evaluation of the training originally was designed to administer a a
survey to participants about the implications of practice change, 30 days after completing the
training program. This ban impacted the program's ability to evaluate the program further and
considerations for expanding the training throughout the writer's organization.
Due to social distancing guidelines, the delivery of this program significantly impacted the live
session of the training. Speaking about Race can create an experience that requires an
environment where individuals can grow and learn. While this environment existed remotely via
ZOOM, there could have been more opportunity for discussion in person.
This project has acted as a pilot to help guide the next iteration of training healthcare
professionals to provoke conscious acknowledgement of one's bias in clinical practice and
everyday life. Further development of this project will afford the writer the opportunity for
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continued evaluation of the effectiveness of the training for healthcare professionals.
Consideration of metrics that can be used to evaluate behavioral changes among healthcare
professionals will be considered.
Conclusion
Addressing implicit bias among healthcare professionals through training must provoke
conscious acknowledgement of one’s bias and introduce effective mitigating strategies to
promote a behavioral change overtime. It is important that healthcare professional are educated
about the use of mitigating strategies especially during periods of stress, fatigue and time
constraints which is often reflective of the healthcare work environment.
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Appendix A
Organization Readiness Checklist
Readiness Question

Assessment in Your Organization

Does the organization promote a

Hospital culture focuses on a systems approach to error

culture of safety?

reduction

Why is change needed?

●
● New event reporting system is in place
● Daily safety huddle
Hospital specific reasons for change have been identified
•

Do organizational members

Yes

No

Yes

Yes

Address structural racism
Staff attitudes about implicit bias have been assessed
● Social unrest in June of 2020

Yes

understand why change is needed?
Assessment results have been analyzed to suggest awareness
building needs

No
Is there a sense of urgency about the
change?

Is there leadership support for this
effort

Who will take ownership of this
effort

What kinds of resources are need?

Supporters who have a sense of urgency have been identified
●

Yes

Senior Nursing Director Continuum Care Team

This leader is now involved in the subsequent planning steps

Yes

Leadership support have been assessed:

Yes

●

Senior Nursing Director of Continuum Care Team

A leader has been identified to take ownership of this effort.
●

No

Training/education must be completed followed by
evaluation in order to widespread outside of the
department.

A preliminary list of needed human and material resources

Yes

has been developed
●

Technical support with MS Teams- Online training
system
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Appendix B

Knowledge to Action Framework: Mitigating the impact of Implicit Bias in Healthcare
Professionals
Post survey for participants

Pilot curriculum
Curriculum development

Evaluate outcomes
Knowledge Inquiry

Synthesis

Lack of self- awareness of
bias among HCPs
Inadequate education and
training of implicit bias
Topic
sensitivity

Achieve health
equity/eliminate health
disparities

Implicit bias
is a
contributing
factor to
healthcare
disparities

Incorporate
training into
Diversity,
Inclusion, &
Equity Council for
healthcare
professionals and
staff

2/3 of healthcare professionals
exhibit the same level of bias as the
greater population

Implicit bias influences patientprovider relationship, clinical
decision-making, and health
outcomes
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Appendix C
Curriculum Development- Creating Significant Learning Experiences
Achieving Health Equity: How to mitigate the impact of implicit bias among healthcare
professionals
The Twelve Steps of Integrated Course Design
Initial Phase: Build strong primary components
Step 1. Situational Factors to Consider
1. Identify important situational factors
a. Specific Context of the Teaching/Learning Situation
▪ How many students are in the class?
▪ Is the course lower division, upper division or graduate level
▪ How long and frequent are the class meetings▪ How will the course be delivered: Module 1 will be a recorded lecture or
webinar and Module 2 will be an online live course
▪ What physical elements of the learning environment will affect the class
2. General Context of the Learning Situation
a. What learning expectation are placed on this course or curriculum by: the
university, college, and or department? The profession or society?
b. Does the state or related professional societies have professional accreditation
requirements that affect the goals of this learning experience? No, the Code of
Ethics for Health Professionals
c. What curricular goals does the institution or department have that affect this
course or program?
3. Nature of the Subject
a. Is this subject primarily theoretical, practical or a combination
b. Is this subject matter convergent (working to a single right answer) or divergent?
c. Is this subject primarily cognitive or does it include the learning of significant
physical skills as well?
d. In this field of study relatively stable, in a period of rapid change, or in a situation
where competing paradigms are challenging each other
4. Characteristics of the Learners
a. What is the life situation of the students at the moment, full-time student, parttime working student, family responsibilities, work responsibilities, and the like?
b. What prior knowledge, experiences and initial feelings do students usually have
about this subject?
c. What life or professional goals do they have that relate to this learning
experience?
d. What are the learning goals, expectations, preferred learning styles?
5. Characteristics of the Teachers
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a. What beliefs and values does the teacher have about teaching and learning?
b. What is his/her attitude toward: the subject? Students?
c. What level of knowledge or familiarity does she/he have with this subject?
d. What are his/her strengths in teaching?
6. What is the special situation in this course that challenges both students and the teacher to
make this a meaningful and important learning experience?
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Appendix D
Learning Goals, Course Objective and Hybrid Format
Learning Goals

Learning Objectives

Hybrid Format

●

Introduce implicit bias, social
cognitive science, and healthcare
disparities

By the end of this course, participants will be able to define the
following terms:
● Implicit Bias
● Health care disparities
By the end of this course, participants will be able to describe:
● The etiology of implicit bias
● The relationship between implicit bias and health care
disparities

Self-Paced Module

●

Increase awareness of one's bias

Participants will identify their bias
● Implicit Association Test
Participants will reflect upon their results of the
● Implicit Association Test

Self-Paced Module/ Classroom
environment

●

The role of healthcare professional
and understand the impact of implicit
bias

●

Participants will be able to provide examples of how implicit
bias impacts health outcomes, patient and clinician
relationship and clinical decision making

Self-Paced Module

●

Learn and apply mitigation strategies

●

Participants will be able to describe mitigating strategies
during role playing exercise and group debrief
Participants will apply mitigating strategies during role
playing exercise and group debrief

Classroom Environment- Group
Participation

●
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Appendix E: Expert Panel Evaluation Tool
Category

Content

Relevance
Yes

I. Introduction

No

Clarity
Clear

Comments

Unclear

1. United States Healthcare System
1a. Historical Periods in Time
2. Healthcare Disparities among Race
3. Significance of the Problem
3a Heckler Report, Unequal Treatment

II. Science of Implicit Bias

1. How the brain functions
2. Implicit Bias vs Explicit Bias
3. Implicit Bias in Healthcare
3a. Role of the healthcare professional
4 .Increasing Awareness
4a. Implicit Association Test (IAT)

III. Mitigating Strategies

1.

Real Life Experiences

2.

Implicit Bias Example

3.

Self-Reflection and Group Discussion of
Implicit Association Test results

4.

Introduction to effective mitigating
strategies

5.

Skill building and application exercises

5a. Role Playing
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5b. Group Discussion

Additional Comments and or Suggestions

Panel Member: ______________________________________
Date of evaluation: ______________________________
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Appendix F : Curriculum Key Concept Outline

Achieving Health Equity: How to mitigate the impact of
implicit bias among healthcare professionals
Course objectives
By the end of this course, participants will be able to:

I.
II.
III.
IV.

Define and describe the etiology of implicit bias and healthcare disparities
Identify and reflect upon the results of the Implicit Association Test (IAT)
Provide examples of how implicit bias impacts health outcomes, patient-clinician
interaction and clinical decision making
Describe and apply mitigating strategies during role playing exercise and group
debriefing

Curriculum Key Concepts
I.

II.

III.

Introduction
a. M United States Healthcare System
i. Historical Periods in Time that have influenced the health of African
Americans and other minorities
b. Healthcare disparities among Race
c. Significance of the Problem
i. Heckler Report (1985)
ii. Unequal Treatment: Confronting Racial and Ethnic Disparities in
healthcare (2003)
Science of Implicit Bias
a. How the brain functions
b. Implicit Bias vs Explicit Bias
c. Implicit Bias in Healthcare
i. Role of the healthcare professional
d. Increasing awareness
i. Implicit Association Test (IAT)
Recognition and Application of Mitigating Strategies
a. Real Life Experiences- Short video recordings of healthcare professionals and
patients
b. Implicit Bias example
i. Father and Son Activity (Pendry, Driscoll, & Field, 2007)
c. Self- Reflection and Group Discussion of Implicit Association Test results
d. Introduction to effective mitigating strategies
e. Skill building and application exercises
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i. Role playing
ii. Group discussion
1. Clinical vignettes
2. Case studies
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Appendix G

Thank you for completing the pre-recorded webinar. Please take 3 minutes to complete the postassessment questionnaire to assess knowledge gained from the first portion of this training program.
Your answers are completely confidential and anonymous.
Instructions:
These questions have been designed to assess your level of
understanding BEFORE and AFTER participating in the first part of this training program. Each question
has two parts: (Check the most appropriate option for each)

BEFORE participating in the pre-recorded webinar, I had a good understanding of:
AFTER completing the training, I have a BETTER understanding of:

BEFORE: the definition of implicit bias
Strongly Disagree
Disagree
AFTER: the definition of implicit bias
Strongly Disagree
Disagree

Neutral

Agree

Neutral

Strongly Agree

Agree

Strongly Agree

BEFORE: how historical periods in time have influenced the health of Native Americans, African
Americans, and other People of Color
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

AFTER: how historical periods in time have influenced the health of Native Americans, African Americans,
and other People of Color
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

BEFORE: implicit bias in health care
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

AFTER: implicit bias in health care
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

BEFORE: the relationship/association between implicit bias and health care disparities
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
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AFTER: the relationship/association between implicit bias and health care disparities
Strongly Disagree
Disagree
Neutral
Agree

Strongly Agree

BEFORE: how implicit bias impact patient-clinician interaction, clinical decision making, and patient
outcomes
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

AFTER: how implicit bias impact patient-clinician interaction, clinical decision making, and patient
outcomes
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

BEFORE: how the brain functions as it relates to implicit bias
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Appendix H

Addressing Implicit Bias in Health Care: A Virtual Training for Healthcare Professionals
Program Evaluation
Thank you for participating in today's training session. Your feedback is important. Please take
a few minutes to complete the program evaluation. Your response is completely confidential and
anonymous.
Please rate how strongly you agree or disagree with each of the following statements by
selecting the multiple choice that corresponds to your answer.

Random ID 54878
Please identify your role group
Nurse

Physical Therapist

How many years of experience do you have?
•

1-4 years

•

5 -8 years

•

9-13 years

•

14-20 years

•

More than 20 years

The Addressing Implicit Bias in Health Care program held my interest
Strongly disagree

Disagree

Somewhat
disagree

Neither agree nor
disagree
Somewhat agree

Agree

Strongly agree

Agree

Strongly agree

The course materials were easy to follow
Strongly disagree

Disagree

Somewhat
disagree

Neither agree nor
disagree
Somewhat agree

My learning was enhanced by the knowledge of the facilitator.
Strongly
disagree

Disagree

Somewhat
disagree

Neither agree
nor disagree

Somewhat
agree

Agree

Strongly agree

The activities aided me in learning the key concepts of implicit bias
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Strongly
disagree

Disagree

Somewhat
disagree

Neither agree
nor disagree

Somewhat
agree

Agree

Strongly agree

I learned from the training strategies to minimize implicit bias
Strongly disagree

Disagree

Somewhat disagree

Neither agree nor
disagree

Somewhat agree

What I learned from this course will help me in my clinical practice
Strongly
Somewhat Neither agree Somewhat
disagree
Disagree
disagree
nor disagree
agree

Agree

Agree

Strongly agree

Strongly agree

What are the major concepts that you learned during this session?
What in this training did you find LEAST useful?
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